ABSTRACT. Many positive trends in the health of Americans continued into 1997. In 1997, the preliminary birth rate declined slightly to 14.6 births per 1000 population, and the fertility rate, births per 1000 women 15 to 44 years of age, was unchanged from the previous year (65.3). These indicators suggest that the downward trend in births observed since the early 1990s may have abated.
1997 to a new record low, life expectancy at birth reached a new record high, the rate of births to teen mothers decreased for the sixth consecutive year, use of timely prenatal care continued to improve, the death rate from human immunodeficiency virus (HIV) decreased sharply again, and deaths among children and adolescents from injuries, including intentional injuries, decreased. Fertility rates and the number of births were essentially unchanged in 1997, whereas the rates of multiple births and low birth weight (LBW) births continued to rise.
METHODS
The data presented in this report were obtained primarily from two sources, the natality data from certificates of live birth and the mortality data from certificates of death for all residents of the United States. Data for 1996 and earlier years are final. Data for 1997 are preliminary and are based on a 99% sample of births and a Ͼ85% sample of deaths reported to the National Center for Health Statistics (NCHS) and weighted to represent US totals. 1 Because more detailed data are available in the final files for 1996 than in the preliminary files for 1997, some of the detailed analyses of birth and death patterns that we present here focus on the 1996 data. Wherever possible, comparisons are made between final 1996 and preliminary 1997 data. Final data for 1997, based on complete birth and death files, are likely to differ somewhat from the preliminary estimates presented here, but we expect the differences to be small. Natality data are presented for mother's state of residence, age, race, Hispanic origin, education, smoking status, selected medical risk factors of pregnancy, month of pregnancy that prenatal care began, midwife-attended births, method of delivery, infant's birth weight, and plurality. By comparing the parents' and child's names and other paternal information, mother's marital status was inferred for births in the five states in 1996 and the four states in 1997 that did not have a direct question about marital status on their birth certificates. The change in reporting of marital status in California and New York City in 1997 had little impact on summary national measures of unmarried births. 1, 2 The details of other edits and imputations applied to these data are presented in other publications. 1, 2 Births are tabulated separately by race and Hispanic origin; persons of Hispanic origin may be of any race. For 1997, 23% of white births were to mothers of Hispanic origin. Most (97%) births of Hispanic origin are to white women. Although often it is informative to present data for these groups separately, national data for births of Hispanic origin are available only for more recent years, and it was not feasible to present these data in longer-term trend tables (see Table 5 ). More detailed data on births of Hispanic origin are presented in other publications. 1, 2 Mortality data are presented by age, race, and underlying cause of death. The underlying cause of death is defined as "(a) the disease or injury which initiated the train of events leading directly to death, or (b) the circumstances of the accident or violence which produced the fatal injury." From 1979 to the present, cause of death data in the United States have been classified according to the International Classification of Diseases, 9th Rev (ICD-9). 3 Population denominators for the calculation of birth, death, and fertility rates are estimates of the US population as of July 1 of each year, produced by the United States Bureau of the Census. [4] [5] [6] However, IMRs were computed by dividing the total number of infant deaths in each calendar year by the total number of live births in the same year. 7 Fetal and perinatal mortality rates were computed by dividing the number of fetal or perinatal deaths by the number of live births plus fetal deaths.
The data for birth weight-specific IMRs were obtained from the 1996 period linked birth/infant death dataset. 8 In this dataset, the death certificate is linked with the corresponding birth certificate for each infant who died in 1996 in the United States. The purpose of this linkage is to use the many additional variables available from the birth certificate to interpret infant mortality patterns more effectively. Period IMRs were calculated by dividing the number of linked infant deaths in 1996 by the number of live births in 1996, according to birth weight and maternal race. Numbers of infant deaths were weighted to compensate for the 2.2% of infant deaths in 1996 for which the matching birth certificate could not be identified. 8 
NATURAL INCREASE
Based on preliminary data, 1 580 232 persons were added to the US population in 1997 as a result of natural increase, the excess of births over deaths (Table 1) . 1,2,4 -7 The rate of natural increase was 5.9 per 1000 population, unchanged from 1996, but down slightly from the 1995 rate of 6.0 per 1000.
BIRTHS
The preliminary number of births in the United States in 1997 was 3 894 970, slightly more than the number reported for 1996 (3 891 494) ( Table 1 ). The preliminary birth rate fell in 1997 to 14.6 per 1000 total population, from 14.7 in 1996, the lowest rate since the mid-1970s and 13% lower than the 1990 birth rate (16.7 per 1000). The fertility rate, defined as the number of births per 1000 women 15 to 44 years of age, was unchanged from the previous year (65.3 per 1000). These three measures of childbearing have changed little since 1995, suggesting that the downward trend in births observed in the early 1990s may have abated.
Geographic Variation
Preliminary figures indicate that fertility rates rose in the majority of states between 1996 and 1997. Rates increased for 32 states, declined in 18 states and the District of Columbia, and remained the same in 1. Table 2 presents the number of births for each state for 1997 by mother's race and Hispanic origin, and birth and fertility rates by state for 1996 and 1997. As in earlier years, births to mothers of Native American, Asian or Pacific Islander, and Hispanic origin were highly concentrated geographically. In 1997, the majority of Hispanic births were to residents of California and Texas; more than half of Asian or Pacific Islander births were to residents of California, New York, and Hawaii; and half of all births to Native American women were to residents of Arizona, Oklahoma, California, New Mexico, and Alaska.
Racial and Ethnic Composition
Fertility rates for white (64.2), black (70.8), and Native American women (68.9) essentially were unchanged between 1996 and 1997. Fertility among women of Asian or Pacific Island origin (66.5) increased 1%, and fertility among Hispanic women (103.1) declined 2% to the lowest level reported since national data for this latter group have been available (1989) . Fertility rates for all racial or ethnic groups generally have declined during the 1990s, with the most marked decline occurring among black mothers (down 18% since 1990, when the rate was 86.8).
In 1996, Mexican women were more than twice as likely as were non-Hispanic white and Cuban women to give birth (119.3 compared with 57.3 and 58.9) ( Table 3) . Fertility rates among Mexican women younger than 30 years of age were higher than those for the other racial or ethnic groups examined; however, childbearing among women 30 years of age and older was most common among women of Asian or Pacific Islander origin.
Trends in Age-specific Birth Rates

Teen Childbearing
Childbearing among teenagers fell in 1997 for the sixth consecutive year to 52.9 births per 1000 females 15 to 19 years of age, 3% lower than the 1996 rate of 54.4 and 15% lower than the 1991 rate of 62.1 ( Table  4 ). The rate for younger teens 15 to 17 years of age fell 4% between 1996 and 1997, whereas the rate for teens 18 to 19 years declined by 2%. Since 1991, birth rates for these age groups have fallen by 16% and 11%, respectively, but still are higher than those reported during the 1980s. Despite a rise in the US teen female population in 1997, the number of births to teenagers younger than 20 years of age declined from 502 725 to 500 063. The proportion of all births to teen mothers fell slightly from 12.9% to 12.8%.
Childbearing declined by 2% to 3% for non-Hispanic white (from 37.6 to 36.4), black (from 91. 4 
Childbearing for Women 20 Years of Age and Older
Birth rates for women 20 years of age and older increased moderately in 1997. The rate for women 20 to 24 years increased by Ͻ1% to 110.9, whereas the rate for women 25 to 29 years rose by 1% to 114.3. Rates for women in their twenties declined during the first half of the 1990s, but began to rise in 1996. Women in their twenties still account for more than half of all births.
Birth rates also rose for women 30 to 34 and 35 to 39 years of age by 2% in 1997 to 85.4 and 36.0 per 1000, respectively. Birth rates for women 30 to 34, and especially for those 35 to 39 years, have climbed steadily over the last 2 decades (by 52% and 88%, respectively, since 1977), although the rate of increase has slowed during the 1990s. The birth rate for women 40 to 44 also increased slightly from 6.8 to 6.9, the highest level reported since 1971.
The total fertility rate, an estimate of lifetime childbearing based on age-specific rates for a single year rose slightly in 1997 (2039.5 births per 1000 women in the childbearing ages). Rates increased for non-Hispanic white (1810.0) and black women (2158.0) by 1%, but declined for Hispanic women (3007.5) by a similar proportion. 
Unmarried Mothers
The number (1 260 593) and the proportion (32.4%) of births to unmarried women were essentially unchanged for 1997 (Table 5) . Between 1996 and 1997, the percentage of births to unmarried women rose among mothers younger than 20 years of age and among white (from 25.7% to 25.8%) and Hispanic women (from 40.7% to 40.9%), but declined among black women (from 69.8% to 69.1%). The birth rate for unmarried women declined by 2%, from 44.8 to 44.0 per 1000, reflecting a larger increase in the number of unmarried women in the general population relative to the number of births to unmarried women. After rising for nearly 2 decades, the birth rate for unmarried women peaked at 46.9 in 1994 and has declined moderately since.
Smoking During Pregnancy
Women were slightly less likely to report smoking during pregnancy in 1996 (13.6%) compared with 1995 (13.9%) ( Table 5) . Since 1989, when information on tobacco use during pregnancy first became available from birth certificate data, reported tobacco use has fallen 30%. The number of cigarettes smoked also continued to decline; among women who smoked cigarettes, 33% smoked more than half a pack a day in 1996 compared with 42% in 1989. Among teenagers, however, maternal smoking rose from 1995 to 1996. An increase of 5% was reported for younger teens 15 to 17 years of age (to 15.4% in 1996) and 1% for teens 18 to 19 years (to 18.3% in 1996) . For the first year since these data have been available from this source, teens were more likely to smoke than were women of any other age group. 9 Smoking during pregnancy is one of the most important preventable determinants of LBW. 10 Patterns of smoking by age varied distinctly by race and Hispanic origin in 1996. White teen mothers were more than three times as likely to smoke as were black or Hispanic teenagers (22% compared with 6% and 4%), but black mothers 30 years of age and older were more likely to be smokers during pregnancy than their white or Hispanic counterparts (15% compared with 11% and 4%). These patterns are consistent with tobacco use data from the 1992 National Pregnancy and Health Survey, 11 although the percentage of women reporting to be smokers in this survey was 20.4%, ϳ20% higher than the percentage (16.9) reported on birth certificates in 1992.
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Medical Risk Factors During Pregnancy
The two most frequent maternal medical risk factors reported on the birth certificate in 1996 were pregnancy-associated hypertension (3.6%) and diabetes (2.6%). Although the completeness of reporting of these risk factors has improved since the introduction in 1989 of check-boxes on the birth certificate for 16 specific risk factors, their prevalence still is underreported. 13 The prevalence of pregnancy-associated hypertension is lower than that generally reported in clinical studies, 14 and it is not possible to distinguish gestational diabetes from preexisting diabetes as reported on the birth certificate.
Prenatal Care
The trend toward earlier utilization of prenatal care continued for 1997: 82.5% of mothers began care in the first trimester of pregnancy compared with 81.9% for 1996. (Table 5 ). The proportion of women with first trimester prenatal care has risen steadily throughout the 1990s (from 75.5% in 1989). No concurrent decline in the percent of women with late care (beginning in the third trimester) or no care (4.0%) was observed for the current year, but this percentage has fallen 38% since 1989. The benefits of routine prenatal care are difficult to measure, but timely, comprehensive prenatal care can promote healthier pregnancies by detecting and managing preexisting maternal medical conditions and providing education about health behaviors. 15 Increases in first trimester care for the current year were observed among white (from 84.0% to 84.7%), black (from 71.4% to 72.3%), and Hispanic mothers (from 72.2% to 73.7%). Late or no care was unchanged from the previous year among white (3.3%) and black (7.3%) mothers, but declined among Hispanic mothers from 6.7% to 6.2%. Since 1989, the percentage of black mothers with first trimester care has risen 21% (from 60.0%), and late or no care has declined 39% (from 11.9%). Progress in prenatal care utilization has been most pronounced among Hispanic women; first trimester care climbed 24% since 1989 (from 59.5%), and the percentage of mothers with late or no care has dropped by half, from 13.0% to 6.2%.
Cesarean Delivery
The cesarean delivery rate rose slightly to 20.8% for 1997 (Table 5 ). This small rise in the overall cesarean rate relative to the figure reported for 1995 appears to indicate a leveling off of the downward trend observed in recent years (from 22.8% for 1989). The lack of decline makes it unlikely that the Healthy People Year 2000 Objective to reduce the overall cesarean rate to no more than 15% will be met. 16 The current year rise in the total cesarean rate is the result of a slight increase in the rate of repeat cesarean; that is, in cesarean deliveries among women who have had a previous cesarean. Accordingly, the rate of vaginal birth after previous cesarean declined from 28.3% for 1996 to 27.4% in 1997, the first reported decline in this rate since the mid1970s. 17, 2 The percentage of women with a first cesarean (14.6%), or the primary cesarean rate (first cesarean per 100 live births to women who have not had a previous cesarean), was unchanged from the previous year.
Multiple Births
The multiple birth rate (defined as the number of births in twin, triplet, and greater deliveries per 1000 live births) rose 5%, from 26.1 in 1995 to 27.4 per 1000 births in 1996. The vast majority (94%) of multiple births are twins. The twinning rate (the number of births in twin deliveries per 1000 live births) rose 4% (from 24.8 to 25.9 per 1000), and the number of twin births exceeded 100 000 (100 750) for the first time since these data have been collected. Since 1980, the number of twin births has risen 47% (from 68 339).
The higher-order multiple birth rate (the number of births in triplet, quadruplet, and greater deliveries per 100 000 live births) climbed 20% for 1996, rising from 127.5 to 152.6, the largest single year increase in at least 25 years. The 5939 higher-order multiple births born in 1996 included 5298 triplets, 560 quadruplets, and 81 quintuplet or greater multiples. The number and rate of higher-order multiple births has quadrupled since 1980 (Fig 1) . 18 The dramatic rise in multiple births, and especially in higher-order multiple births, over the last several decades has been attributed to increases in the use of fertility-enhancing therapies and delayed childbearing (the risk of multiple birth increases with maternal age, even without the use of fertility-enhancing therapies). 18 -20 Black mothers historically have been, and continue to be, more likely than white mothers to have a twin birth (29.1 compared with 25.8 per 1000), although the racial differential in twin birth rates is narrowing. White mothers, however, are more than twice as likely to have a higher-order multiple birth (174.0 compared with 73.8 per 100 000). The greater likelihood of white mothers to seek infertility services likely accounts for much of this difference. 21 White women 30 to 34 years of age are three times as likely and those 35 or older over are twice as likely to have a higher-order multiple birth than are black women of similar ages. Conversely, black teen mothers are more likely than are white teen mothers to have a higher-order multiple birth.
Although multiple births are much more likely than are singletons to be LBW or preterm (Ͻ37 completed weeks of gestation), there is evidence that the optimum birth weight and gestational period for multiples are lower than those for singletons, and that they continue to decline with increasing plurality. 22 Despite their likely survival advantage over singletons at lower birth weights and shorter gestations, however, multiples are at greater risk of early death. For 1996, multiple births made up 16% of all neonatal deaths and were seven times more likely than were singletons to die within the first month of life.
Birth Weight
The percent of LBW infants (Ͻ2500 g) rose from 7.4% to 7.5% for 1996 -1997, the highest level reported since 1973. LBW has risen by 12% since a low of 6.7% reported for 1984. When only LBW births among singleton births are analyzed, however, the rate of increase is substantially less; between 1984 and 1996, singleton LBW rose a moderate 3% (from 5.8% to 6.0%) compared with an increase of 10% in overall LBW for the same years. The unprecedented rise in multiple births since the early 1980s has influenced overall LBW rates. The percent of very low birth weight (VLBW) infants (Ͻ1500 g) was up very slightly for the current year to 1.41%, from 1.37% in 1996, and has risen from 1.15% in 1980 (Table 5 ). The percent of VLBW births among singletons increased from 0.96% in 1980 to 1.08% in 1995 and 1.09% in 1996. LBW is a major indicator of infant health, and despite improvements in survival rates among these smaller infants in recent years, 2 of 100 moderately LBW infants (1500 to 2499 g), and 1 of 4 VLBW infants do not survive the first year of life. 8 Among births to white mothers, LBW increased for the fifth consecutive year, rising from 6.3% for 1996 to 6.5% for 1997, and included increases among all maternal age groups. The percent of LBW white infants has risen 14% since 1990. The VLBW rate among white births also rose in 1996, to 1.12%, and has increased by Ͼ20% since the early 1980s. Much of the increase in LBW for white births can be attributed to the rise in multiple birth rates. 23 However, LBW among singleton white births also has risen during the 1990s. The -1980s . In contrast to LBW, however, the percent of black infants with VLBW rose slightly from 2.99% in 1996 to 3.03% in 1997, and is 25% above the VLBW percentages in the 1970s.
The elevated risk of LBW for black infants can be primarily attributed to the much higher incidence of preterm birth; 17.4% of black infants compared with 9.8% of white infants were born at these There are distinct differences in LBW rates by state (Table 6 ). In 1996, the percent of LBW for white mothers ranged from a low of 4.7% in New Hampshire to a high of 8.5% for Colorado. Among the reporting areas with Ն1000 black infants, LBW among black infants ranged from 10.4% for Massa- 
INFANT MORTALITY
The preliminary number of infant deaths in the United States in 1997 was 27 691 ( Table 1 ). The preliminary IMR was 7.1 per 1000 live births, 3% lower than the final 1996 rate of 7.3 and the lowest ever recorded in the United States. 1 The neonatal mortality rate (NMR; infant death before 28 days of age) declined from 4.8 in 1996 to 4.7 in 1997, whereas the postneonatal mortality rate (PNMR; death between 28 days through 11 months of age) declined from 2.5 to 2.4. Between 1996 and 1997, IMR, NMR, and PNMR declined significantly for infants of black mothers, but the decline for infants of white mothers was statistically significant only for postneonatal mortality. IMRs were higher for infants whose mothers were teenagers or Ն40 years of age, did not complete high school, were unmarried, began prenatal care after the first trimester of pregnancy, or smoked during pregnancy. IMRs also were higher for male infants, multiple births, and infants born preterm or LBW. 8 Infant mortality in the United States has declined by Ͼ40% since 1980 (Table 7 , Fig 2) . The NMR declined more rapidly during the 1980s, whereas the PNMR has declined more rapidly during the 1990s. The decline in the perinatal mortality rate (number of fetal deaths at Ն28 weeks of gestation plus number of infant deaths at Ͻ7 days of age per 1000 live births plus fetal deaths) has paralleled closely the decline in the NMR, 24 whereas the fetal mortality rate (number of fetal deaths at Ն20 weeks of gestation per 1000 live births plus fetal deaths) has declined more slowly.
Racial differences in the IMR remain a major national concern. Although all race groups have experienced declines in IMR, the relative difference in rates between black and white newborns, expressed as the ratio of black to white IMRs, increased from 2.0 in 1980 to 2.4 in 1990 ( Table 7) . The ratio remained unchanged at 2.4, from 1990 to 1996. According to preliminary data, the race ratio declined to 2.3 in 1997, the first decline in this ratio since 1973. The absolute difference in IMRs actually has decreased since 1990, from 10.4 to 8.6 deaths per 1000 live births in 1996. Although this recent decline is very encouraging, these racial disparities in IMR present continued challenges for researchers and health care providers alike.
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Birth Weight-specific Infant Mortality
Birth weight is one of the most important predictors of infant mortality. 27 The IMR for a given population can be partitioned into two key components: the birth weight distribution and birth weight-specific mortality rates (the death rate for infants at a given weight). The IMR decreases when either the percentage of LBW births decreases or the birth weight-specific mortality rates decrease. All of the decline in the IMR since 1980 (Fig 2) has been attributable to declines in birth weight-specific IMRs, and not to the prevention of LBW. These declines have been attributed primarily to improvements in obstetric and neonatal care. However, the United States has been unsuccessful in reducing the number of preterm and LBW deliveries, even though prevention efforts have the potential to save many more infant lives and reduce subsequent morbidity. 28 In 1996, 64% of all infant deaths occurred to the 7.4% of infants born LBW. 8 About 9 of 10 infants with birth weights Ͻ500 g die within the first year of life, and most within the first few days of life (Table 8 ). An infant's chances of survival increase rapidly thereafter with increasing birth weight. At birth weights of 1250 to 1499 g, ϳ95% of babies now survive the first year of life. IMRs are lowest for infants at birth weights of 4000 to 4499 g, with small increases thereafter among the heaviest infants. IMRs are lower for infants of black mothers than for infants of white mothers for individual 250-g birth weight categories Ͻ2000 g, but are higher at birth weights of Ն2000 g. In contrast, IMRs are higher for infants of black than for infants of white mothers for the broad birth weight categories of Ͻ1500 g and Ͻ2500 g. The reason for this disparity is that the birth weight distribution for infants of black mothers includes greater proportions of births at extremely low birth weights, resulting in higher rates for the broad birth weight groupings.
IMRs have declined most rapidly (by 52% to 60%) from 1985 to 1996 for infants weighing 750 to 1499 g at birth. They declined by 33% for 500-to 749-g infants, by 44% for 1500-to 1999-g infants, and by 36% for 2000-to 2499-g and Ն2500-g infants. In con- trast, mortality rates for infants born at Ͻ500 g declined very little from 1985 to 1996, reflecting the limited success of intensive efforts made to save these very small infants. For the few infants who do survive at these VLBWs, many suffer lifetime disabilities such as blindness, mental retardation, and neurologic disorders, necessitating increased levels of medical and parental care. 29 -31 Declines in IMR from 1985 to 1996 have been more rapid for infants of white than for infants of black mothers in all birth weight categories, except for infants weighing 500 to 749 g, for whom the decline was the same for both groups. The largest difference in birth weight-specific IMRs between infants of white and black mothers is for infants weighing Ն2500 g (2.5 and 4.2, respectively). Thus, most of the excess mortality for black infants can be explained by two factors: a birth weight distribution with a higher percentage of LBW, VLBW, and preterm births among infants of black mothers; and higher IMRs for black infants weighing Ն2500 g.
Leading Causes of Infant Death
The 10 leading causes of infant death for 1997 are shown in Table 9 . Half of all infant deaths were attributable to four leading causes of infant death: congenital anomalies, disorders relating to short gestation and unspecified LBW, sudden infant death syndrome (SIDS), and respiratory distress syndrome (RDS). IMRs from congenital anomalies declined by 39% from 1979 to 1996, although this decline was less than that for overall infant mortality. After slow declines during the 1980s, SIDS rates fell by 42% since 1992 when the American Academy of Pediatrics issued a recommendation to reduce the risk of SIDS by placing infants on their backs or sides to sleep. [32] [33] [34] IMRs for RDS declined by 64% since 1989 when new medical treatments for this condition became widely available.
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Geographic Variation
Maine, Massachusetts, and New Hampshire had the lowest IMRs in 1996 (Table 6 ). Although the highest rate was noted for the District of Columbia (14.9), it is compared more appropriately with rates for other large US cities because of the high concentrations of high-risk women in these areas. The states with the next highest IMRs were Mississippi and Alabama. Twenty-two states already have met the Year 2000 infant mortality health objective of an overall IMR Յ7.0.
Differences in IMRs by state in part reflect differences in the racial and socioeconomic composition of their populations. Differences in IMRs by state also may reflect differences in birth weight-specific mortality rates, but these data are not presented here. Also, caution must be exercised in comparing yearly IMRs among states because differences, although seemingly great, may not be statistically significant. Table 10 shows the IMR for countries with a population of at least 2.5 million and for which the IMR was lower than the rate for the United States in 1994, 1995, or 1996. These data were obtained primarily from the 1996 United Nations Demographic Yearbook. 38 This year, two countries have been added to the Table: the Czech Republic and Portugal. There are a number of small countries with rates lower than that for the United States, but they were omitted because their population base was Ͻ2.5 million. Other developed countries, such as Israel, were excluded because their IMRs were higher than that for the United States for 1994 -1996. (Tables 6, 7) , because the linked file uses the self-reported race of mother from the birth certificate, whereas the unlinked data uses the race of the decedent as reported by the funeral director on the death certificate. As in previous years, the United States' ranking in infant mortality in relation to other developed countries (23rd) is not enviable, but the reader is cautioned against making quick judgments about the reasons for its poor ranking. Reporting of data on live births, especially for the very smallest infants with the highest mortality rates, appears to differ across countries as does the reporting of stillbirths and the timing of when a live birth is required to be registered. 39 -42 Moreover, there are variations in the quality of data and coverage of the birth registration systems in some countries, which may affect international comparisons. One reason for the poor ranking of the United States, however, continues to be its persistently high rate of LBW relative to that for other developed countries.
INTERNATIONAL COMPARISONS
DEATHS
The preliminary number of deaths in the United States in 1997 was 2 314 738 (Table 1) , slightly more than the high of 2 314 690 deaths reported in 1996. The preliminary death rate for 1997 was 864.9 deaths per 100 000 population, lower than the final 1996 rate of 872.5. The preliminary age-adjusted death rate for 1997 was 478.1 deaths per 100 000 US standard population. 1 This rate was almost 3% lower than the final 1996 age-adjusted death rate of 491.6 and was a record low for the United States. 1, 7 Age-adjusted death rates are more accurate indicators of the risk of mortality over time than are crude death rates because they control for variations in the age composi- † Age-adjusted death rate per 100 000 US standard population. ‡ Two separate sets of weights were applied to mortality records: one for demographic and one for cause-of-death data, resulting in slight inconsistencies in the number of deaths between Tables  1 and 11 . § Excludes HIV infection. Because deaths from this cause occur primarily among infants, infant deaths, and mortality rates per 100 000 live births due to this cause are shown.
-, Indicates comparable data not available for this time period. Source: National Center for Health Statistics, National Vital Statistics System, 1979 -1997. * Rank based on number of deaths. † Rate per 100 000 population in specified group. ‡ In 1996, homicide was the third leading cause of death for children 10 -14 years old, and suicide ranked fourth. § In 1979, congenital anomalies was the third leading cause of death for children 10 -14 years old, with a total of 289 deaths and a death rate of 1.6; homicide was ranked the fourth, suicide sixth, and diseases of heart fifth. Source: National Center for Health Statistics, National Vital Statistics System, 1979 System, -1997 tion of the population; the aging of the US population results in higher crude death rates, despite lower age-specific rates.
Expectation of Life
The estimated expectation of life at birth for a given year represents the average number of years that a group of infants would be expected to live if, throughout their lifetime, they were to experience the age-specific death rates prevailing during the year of their birth. Based on preliminary data for 1997, the expectation of life at birth reached a new record high of 76.5 years, an increase of 0.4 year from the previous year. Life expectancy increased from the previous year by 1.2 years for black males, 0.5 years for black females, 0.4 years for white males, and 0.1 years for white females, setting record highs for black males and females and white males, and matching the record high set in 1992 for white females. In 1997, life expectancy at birth was 79.8 years for white females, 74.7 years for black females, 74.3 years for white males, and 67.3 years for black males.
Causes of Death
Based on preliminary data, the 10 leading causes of death in 1997 accounted for ϳ80% of all US deaths (Table 11) . Between 1996 and 1997, age-adjusted death rates declined for a number of causes of death, including HIV infection, by 47%; accidents and adverse effects (unintentional injuries), by 5%; suicide, by 5%; chronic liver disease and cirrhosis, by 4%; diseases of heart, by 3%; malignant neoplasms, by 2%; cerebrovascular diseases, by 2%; and diabetes mellitus by 1%. Among the 10 leading causes of death in 1997, age-adjusted death rates increased for nephritis, nephrotic syndrome, and nephrosis (kidney disease), by 5%; chronic obstructive pulmonary disease, by 2%; and pneumonia and influenza, by 3%.
HIV Infection and Other Infectious Diseases
In 1987, a special cause-of-death category was created in the United States to classify uniquely deaths due to HIV infection. 43 Between 1987 and 1994, the age-adjusted death rate for HIV infection rose an average of 16% annually, before leveling off in 1995. Since 1995, mortality due to HIV infection has fallen by 62%, and HIV infection has dropped from the 8th leading cause of death in 1995 to the 14th in 1997. This downturn has been attributed to improvements in the treatment and prevention of the disease. 44 The number of deaths due to infectious diseases has increased substantially since 1979, although they account for a relatively small percentage of all deaths (2.3% in 1997). Although a large proportion of this increase since 1987 is attributable to increases in HIV infection, increases in other infectious diseases also have occurred. In particular, the age-adjusted death rate for septicemia increased by 83% from 1979 to 1997, and the rate for viral hepatitis more than tripled during the same period. In 1997, septicemia accounted for 43% of deaths attributable to infectious and parasitic diseases, whereas HIV infection accounted for 32%, and viral hepatitis for 7%. Between 1996 and 1997, the age-adjusted death rate from infectious diseases declined, however, by 27%.
Homicide and Suicide
The age-adjusted death rate for homicide and legal intervention (homicide) declined by 12%, from 8.5 per 100 000 in 1996 to 7.5 in 1997, marking a 31% decline since the peak of 10.9 in 1991. Since 1979, the age-adjusted homicide rate has decreased by 27%. The age-adjusted death rate for suicide declined by 5% in 1997, contributing to the 12% decline since 1979.
Deaths Among Children
Based on preliminary data, 27 489 children and adolescents between 1 and 19 years of age died in the United States in 1997 (Table 12 ). The death rate for children 1 to 4 years old in 1997 was 35.6 per 100 000 population, 7% lower than the rate of 38.3 in 1996. The respective death rates for children and teens 5 to 9, 10 to 14, and 15 to 19 years of age declined by 5%, 4%, and 7%. Since 1979, death rates have declined by 45% for children 1 to 4 years old, by 41% for children 5 to 9 years old, by 27% for children 10 to 14 years old, and by 26% for teens 15 to 19 years.
For children age 1 to 4 years, unintentional injury was the leading cause of death, with congenital anomalies the second and cancer the third leading causes of death. Unintentional injuries accounted for 36% of all deaths in this age group, although the rate has declined by 52% since 1979. Death rates for congenital anomalies and cancer have decreased 52% and 35%, respectively, since 1979. An estimated 345 children 1 to 4 years old died from homicide, making homicide the fourth leading cause of death in this age group. Since 1979, death rates for homicide for this age group have declined by 8%.
For children 5 to 9 years old, unintentional injury, cancer, congenital anomalies, and homicide were the leading causes of death. The leading cause, unintentional injury, accounted for nearly 42% of all deaths in 1997, whereas the second leading cause, cancer, accounted for 14% of all deaths in this age group. Since 1979, death rates attributable to each of these leading causes of death have declined by at least 20%.
Unintentional injury was the leading cause of death and accounted for 41% of all deaths of children 10 to 14 years of age. The second leading cause was cancer. In 1997, suicide moved from the fourth to the third leading cause, and homicide from the third to the fourth. The death rate due to unintentional injuries and cancer for this age group declined by 41% and 39%, respectively, since 1979. In contrast, the death rate for suicide doubled during this period. The homicide death rate increased 25% from 1979 to 1996, but declined 17% between 1996 and 1997.
For teens 15 to 19 years of age, unintentional injuries accounted for 46% of all deaths in 1997 and was the leading cause of death, although the rate has dropped by 43% since 1979. An estimated 2446 teens were victims of homicide, the second leading cause of death, in 1997. Homicide accounted for 18% of all deaths. The teen homicide rate increased by 24% from 1979 to 1997, but decreased 18% between 1996 and 1997. Suicide was the third leading cause of death for this age group, accounting for 13% of all deaths. Since 1979, suicide rates increased by 13% for this age group, but declined by 2% between 1996 and 1997.
Childhood Injury Deaths by Mechanism and Intent
The injury mortality data shown in Table 13 are presented as an alternative to the more traditional presentation of injury mortality. The data in Table 13 are tabulated by the two axes of the external cause of injury and poisoning codes (ICD-9 E-codes): 1) mechanism or cause of death, and 2) intent of injury or manner of death. This framework, 45 used in the Injury Chartbook, 46 draws more attention to how the injury occurred and thus to prevention. Because slightly different groupings of ICD-9 codes are used, numbers of deaths for various categories may not agree exactly with those in Table 12 . The injury framework was developed by the CDC's National Center for Injury Prevention and Control and NCHS in collaboration with the American Public Health Association's Injury Control and Emergency Health Services Section. 45 In 1997, 17 165 children and teenagers 1 to 19 years of age died as a result of an injury at a rate of 23.4 per 100 000 population. Across these ages, motor vehicle traffic injuries and firearm injuries were the two major causes of injury. For children 1 to 4 years of age, death rates associated with motor vehicle traffic injuries (occupant and pedestrian fatalities), fires/ flames, and drowning were among the highest. At ages 5 to 9 and 10 to 14 years, death rates due to motor vehicle traffic injuries were greater than those for other causes. In these age groups, the children were occupants, pedestrians, and bicyclists. For teenagers 15 to 19 years of age, the death rate for motor vehicle traffic injuries (primarily occupant fatalities) was 1.4 times the rate for firearm-related injuries; these two causes accounted for 79% of all injury deaths in that age group.
Summary of Childhood Deaths
In summary, death rates for children and teenagers dropped by 35% between 1979 and 1997. Despite declines, the leading cause of death in 1997 among children and teens continued to be unintentional injury. Congenital anomalies was the second leading cause of death at 1 to 4 years of age but dropped in importance for successively older age groups as cancer, homicide, and suicide became more prominent. Cancer accounts for 5% to 14% of deaths for each of the age groups younger than 19 years of age. Declines for unintentional injuries have been attributed in part to injury prevention measures such as mandatory car seat requirements, smoke alarms, and sprinkler systems in homes and schools. 47 Decreases in recent years for homicide and suicide, hopefully, signal the beginning of a long-term reversal in mortality from these causes among children. Yet, a large proportion of childhood deaths continue to occur as a result of preventable injuries. 48 American pediatricians must strengthen their efforts to prevent many of these deaths.
